Objective: Endovascular repair has become the treatment of choice for ruptured abdominal aortic aneurysms (RAAAs). To improve surgical outcomes, preoperative management is important. In 2011, we introduced integrated management, which involves endovascular aneurysm repair, stabilization of hemodynamics by endovascular clamping, and open abdominal decompression to address abdominal compartment syndrome (ACS). Methods: To evaluate the efficacy of this management strategy, 62 patients who had undergone emergency surgery for an RAAA were analyzed retrospectively: group A (n=39), where an old strategy was used, and group B (n=23), where integrated management was introduced. Patient characteristics and 30-day mortality rates were compared between the two groups. Results: The average patient age was 67.7 years and 74.7 years for groups A and B, respectively (P=0.032). Group B patients required more frequent use of vasopressors (P=0.035). Other patient characteristics did not differ between the two groups. The duration of surgery was significantly shorter in group B than in group A (P=0.001). The total amount of transfused blood did not differ between the two groups. No patients showed symptoms of ACS. Early mortality rates were 12.8% and 8.7% in groups A and B, respectively. The number of wound infections was significantly fewer in group B than in group A. Conclusion: Although group B patients were significantly older and had a higher rate of vasopressor use, early mortality was improved in both groups. Morbidity was significantly better in group B with respect to the duration of surgery and number of wound infections than in group A.
Introduction
Ruptured abdominal aortic aneurysms (RAAAs) can be fatal without prompt surgical intervention. Approximately 2% of men older than 65 years of age die from RAAAs. 1) The prognosis of RAAAs is poor, with a mortality of 80% within several days of onset. 2) One-third of all patients with an RAAA die before hospitalization and another one-third do not undergo surgical intervention. 3) The estimated overall mortality rate of hospitalized RAAA patients approaches 48%. 4) The conventional surgical treatment for RAAAs is graft replacement with exclusion of the aneurysmal sac. The risks of open surgery include intraperitoneal rupture after laparotomy, massive bleeding due to coagulopathy, and abdominal compartment syndrome (ACS) with multiple organ failure after peritoneal closure. Martin and colleagues 5) reported a successful endovascular replacement for an RAAA patient in 1995. Since that time, endovascular aneurysmal repair (EVAR) using stent grafts has gradually gained popularity as a useful tool for RAAA repair. The efficacy of EVAR for RAAAs was tested in four randomized trials, [6] [7] [8] [9] which demonstrated improved morbidity, but not superiority, to open repair in terms of 30-day mortality rates.
To improve surgical outcomes for RAAAs, preoperative management is an important factor. Ogino et al. 10) reported improved mortality from 57% to 26% by introducing a protocol-based EVAR strategy for RAAAs. Immediate surgery improves mortality rates in critically ill RAAA patients, but is not applicable at every hospital because of overcrowded operating rooms, staff shortages, availability of stent grafts, etc. To avoid these challenges, an occlusion balloon is typically inserted into the abdominal aorta from the femoral artery in the emergency department.
The purpose of this study was to evaluate the efficacy of an integrated management system, involving endovascular clamping, EVAR, and open abdominal decompression, to address ACS after surgery.
Materials and Methods
Sixty-two patients who had undergone emergency surgery for an RAAA at Hirosaki University Hospital from January 2004 to December 2015 were analyzed retrospectively. During the same period, 365 patients had undergone surgical repair of infra-and juxtarenal abdominal aortic aneurysms by either open repair or EVAR. An RAAA was defined as an extravasation of blood outside of the abdominal aorta, confirmed by enhanced computed tomography (CT). Preoperative CT was performed in all patients.
Inclusion and exclusion criteria for surgery
All RAAA patients arriving at the emergency department were considered for surgical intervention. Four patients with cardiopulmonary arrest refractory to cardiopulmonary resuscitation; three patients with diffuse brain damage, such as deep coma with dilated pupils; and 19 patients from whom consent for surgery could not be obtained were excluded from surgery. Thus, 26 of 88 patients with RAAAs were excluded from surgery.
Surgical procedure and preoperative management
From 2004 to 2010, open repair was used as the standard treatment for RAAAs. A custom-made stent graft was used for a patient with a history of laparotomy (n=1). EVAR using commercially available stent grafts was introduced in 2011. Since that time, all patients with RAAAs were considered candidates for EVAR, when preoperative CT showed suitable morphology and board-approved surgeons were available. Recently, EVAR has become the treatment of choice for RAAAs. Open repair is chosen as the alternative to EVAR for morphologically unsuitable cases, such as short landing zone for EVAR (<10 mm) or severe angulation of the aneurysm neck. The integrated management of RAAAs involves three components: EVAR, stabilization of hemodynamics by endovascular clamping, and abdominal decompression and monitoring of intra-abdominal pressure (IAP) to address ACS. Continuous renal replacement therapy (CRRT) was aggressively initiated in cases of oliguria or elevated serum creatinine levels after surgery. When board-approved surgeons for EVAR were unavailable, patients underwent open surgery but with other management protocols.
Endovascular clamping was used for patients in shock. An aortic occlusion balloon (AOB, Block Balloon , Senko Medical Instrument Mfg. Co. Ltd., Tokyo, Japan) was inserted through the femoral artery into the suprarenal abdominal aorta under fluoroscopic monitoring in the emergency department. After transfer of the patient for surgery, the AOB was exchanged for a TMP lock balloon catheter (Tokai Medical Products Co., Aichi, Japan), which was inserted through the brachial artery into the descending aorta. For patients in whom endovascular clamping could not be performed, mild hypotension (a blood pressure between 70 and 90 mmHg) was maintained by fluid replacement and minimal doses of vasopressors. Thoracotomy and clamping of the descending aorta prior to laparotomy were performed in seven patients.
General anesthesia, using propofol, ketamine, and a muscle relaxant, was administered. Supraceliac manual aortic compression was performed in cases where there were difficulties exposing the aneurysmal neck during open repair. An albumin-coated, bifurcated Dacron graft was used during open repair. EVAR was performed with a Gore-Excluder bifurcated endoprosthesis (Gore Medical, Flagstaff, AZ, USA), as previously described. 11) Patients with morphologically unsuitable AAAs (neck length <10 mm, severe atherosclerosis of access artery) underwent open repair.
IAP was monitored through the bladder using an IAP monitoring device R (C.R. Bard Medical, Covington, GA, USA) in patients who experienced massive retroperitoneal hematoma, deep shock, and/or intestinal swelling. We did not hesitate to apply delayed closure in hemodynamically unstable patients, such as those having a blood pressure less than 80 mmHg during open repair. Additional laparotomy was performed for patients undergoing EVAR who experienced massive retroperitoneal hematoma or severe abdominal distension in whom ACS was a concern. 12)
Decompression laparotomy
The abdominal wall was initially covered with a plastic sheet, and a peritoneal drain was placed underneath. 13) However, the sucking of the omentum into drainage tube frequently frequently occluded the drains. Since 2010, an Alexis wound protector (Applied Medical, Rancho Santa Margarita, CA, USA) and a vacuum-assisted closure system (VAC Abdominal Dressing System; KCI, San Antonio, TX, USA) have been applied onto the wound (Fig. 1 ).
Hypothesis and statistics
We hypothesized that such an integrated management strategy improves mortality and morbidity for patients undergoing surgery for an RAAA. Risk factors for unfa-vorable outcomes, such as in-hospital death, prolonged hospital stay, and renal insufficiency, were also evaluated. To test our hypothesis, patients were divided into two groups: patients who had undergone surgery before 2011 without systematic integrated management (group A, n=39) and those who had undergone surgery with integrated management (group B, n=23).
The severity of RAAAs was evaluated by the Glasgow aneurysm score (GAS), 14) Hardman index, 15) and Rutherford classification. 16 ) Details of these scoring systems are described in the Appendix.
To analyze the effects of preoperative hemodynamics stability, subgroups of patients from the two groups with preoperative unstable hemodynamics (blood pressure <80 mmHg for 10 min) were compared. 17) Statistical analyses were conducted using SPSS Software (release 11.5.0; SPSS Inc., Chicago, IL, USA). Continuous variables are expressed as the means±standard error. The Mann-Whitney test was used for continuous variables and the chi-square analysis was used for categorical variables. A P value of less than 0.05 was considered statistically significant.
Results

Patient characteristics
The average age of all study patients was 70.3 years; for groups A and B, respectively, the average age was 67.7 and 74.7 years (P=0.032, group A vs. B). Group B patients required more frequent use of vasopressors (P=0.035). Other patient characteristics did not differ between the two groups ( Table 1) . Preoperative hemodynamic parameters (Rutherford type 3 or 4, GAS, Hardman index) did not differ between the two groups.
Preoperative and postoperative outcomes (Table 2)
The incidences of EVAR and endovascular clamp use were 1/39 (2.6%) and 3/39 (7.7%) in group A and 17/23 (73.9%) and 7/23 (38.1%) in group B, respectively. In patients undergoing endovascular clamping, 3/3 patients in group A and 6/7 patients in group B acquired stable hemodynamics. One patient in group B could not obtain hemodynamic stabilization by endovascular clamping and died after EVAR. Early mortality did not differ between the two groups. The duration of surgery was significantly shorter in group B than in group A (P=0.001). Blood loss was significantly less in group B than in group A No patient showed evidence of ACS because open abdomen management was begun aggressively in cases where ACS was a concern. One patient undergoing EVAR in group A did not have a laparotomy. However, 10/18 patients in group B who underwent EVAR also underwent a laparotomy. No additional procedures were necessary to control bleeding in patients who underwent concomitant EVAR and laparotomy. The mean duration of abdominal closure was 5.2 days. No harmful side-effects, such as graft infection and colonic ischemia, were observed. The frequency of wound infections was significantly lower in group B than in group A.
Causes of death were early bleeding in two cases, hypoxic brain damage in one patient, prolonged shock in two patients, and multiple organ failure in two patients who experienced shock.
Analysis of hemodynamically unstable patients
Twenty-one hemodynamically unstable patients were subcategorized into groups Au (n=12) and Bu (n=9). An unstable patient was defined as having a systolic blood pressure lower than 80 mmHg for at least 10 min. 18) The average age of the patients in these subgroups was high: 72.8 years in group Au and 74.9 years in group Bu. Males outnumbered females in group Au (P=0.031). The severity index of RAAAs and the frequency of preoperative vasopressor use were high in both groups but did not differ between the groups. The incidences of EVAR (P=0.001), endovascular clamp use (P=0.005), and open abdominal management (P=0.092) were higher in group Bu than in group Au (Table 3) . Overall, early mortality was 7/21 (33.3%). Early mortality was lower in group Bu than in group Au (22.2% vs. 41.7%) but did not statistically dif- fer between the two groups (P=0.35) ( Table 4 ). The duration of surgery did not differ between the groups. Blood loss was significantly less in group Bu than in group Au, but the total amount of transfused blood did not differ between the groups. Length of ICU stay and intubation time were long in both groups, reflecting the severe conditions of the patients in these subgroups. Postoperative maximal serum creatinine levels were high in both groups, with approximately 50% of the patients in each group undergoing hemodialysis.
Discussion
To date, four randomized trials for open surgery versus EVAR for RAAAs have been published. [6] [7] [8] [9] These investigations demonstrated that the 30-day mortality rate was 24%-53% in the open surgery group and 18%-53% in the EVAR group; EVAR was thus not associated with a significant reduction in 30-day mortality rates. Gupta et al. 17) reported that for unstable RAAA patients, the 30-day mortality rate was 52.8% in the open surgery group and 35.6% in the EVAR group. However, these rates did not differ significantly between the two groups; for stable RAAAs, the mortality rate was 22.4%. Mehta et al. 18) reported that for RAAA patients undergoing EVAR, the 30-day mortality rate was 18% in hemodynamically stable patients and 33% in unstable patients. In the present study, 30-day mortality rates were better than those reported previously: 11.3%, 12.3%, and 8.7% in all, 19) reported that, compared to conventional aortic cross-clamping, the use of an AOB is a valuable strategy that is associated with the reduced intraoperative mortality of unstable RAAA patients; unfortunately, its use does not reduce in-hospital mortality. In the present study, 16% (10/62) of RAAA patients (3/39 group A and 7/23 group B) required an AOB. For stabilization of hemodynamics, the need for an AOB was significantly higher in unstable patients. The present study demonstrated the efficacy of endovascular clamping using an AOB to provide immediate hemodynamic stabilization. In most cases, the AOB was placed into the supraceliac abdominal aorta, potentially prolonging renal and leg ischemia. Thus, we consider CRRT to be crucial. After surgery, CRRT was begun in 24.2% (15/62) of RAAA patients (20.5% group A and 30.4% group B) with oliguria or elevated serum creatinine levels. Postoperative maximal serum creatinine levels increased to 2.3 mg/dL in unstable patients, even though approximately 50% of these patients underwent hemodialysis after surgery. All surviving cases were weaned from CRRT.
ACS is a life-threatening complication of RAAA repair and is associated with increased mortality. Rubenstein et al. 20) reported that mortality was significantly higher in patients with ACS (63%) than in patients without ACS (33%). Open abdomen management is considered a lifesaving procedure in patients with ACS after EVAR or open repair for an RAAA. Sörelius et al. 21) reported that the most feared complications of open abdomen management in vascular patients are graft infections, intestinal fistula, and late incisional herniation. Abdominal wall herniation is frequently observed, with a reported incidence of 60%. In the present study, no patients showed evidence of ACS because of the aggressive application of open abdomen management under IAP monitoring. In 2010, we introduced a sutureless, wound management technique combined with a VAC system. This technique is simple, easy, and feasible to manage ACS following RAAA repair. The mean duration of abdominal closure was 5.2 days. No wound or graft infections occurred in patients using VAC system, and no patients had an abdominal wall hernia postoperatively.
Conclusion
Although patients who underwent integrated management were significantly older and required more frequent use of vasopressors, early mortality did not differ from that of the conventionally managed group. Morbidity was significantly improved in the group that underwent integrated management in terms of the duration of surgery and frequency of wound infections. Integrated management, which includes EVAR as a first-line strategy, with endovascular aortic clamping and prevention of ACS with a VAC system improved the surgical outcomes. To reduce mortality rates of RAAA further, a systematic approach, including care before hospital admission, may be necessary.
